part of total careyet total care is not possible without them. I find, for example, that it is impossible to explain to or get a politician to understand that the community is capable of looking after the great majority of the sickness and needs of patients, provided that there is someone available to help to look after the home. On the contrary, no matter how good the nursing and the doctoring, the patient must be moved from home to hospital if there is no-one to dust, or cook a meal or look after the fire. The politician still, regrettably, thinks of treatment as a ten-minute call by a doctor, and a visit by a nurse to wash the patient and make a bed. If ever there was a reason for keeping medicine out of politics this is it.
Why have I given at such length a description of the gradual progress of medical treatment into the broader concept of total care? I hope it has become obvious, although I have not mentioned it as yet, that total care within the community outside the hospital is just not possible unless the department of daily living, the specialist in physical medicine and the physiotherapist are prepared to broaden their orientation from hospital to community. This is an unfair comment, perhaps, for I know that all three not only co-operate fully with the community services but also are prepared to work fully within the community. The point isand I do not mean this harshly or destructivelythat you are thought of as a hospital service.
Yet if one looks at the majority of the patients of whom I am talking and who deserve to and should be cared for in their own homesthe elderly and the chronic sick or the disabled of any age groupit is virtually impossible to look after these people without the help of the department of daily living. And this goes right back to the ground roots, for if we are to look after them in flats, or flatlets, in an all-age-group environment, with nursing help available if required, then the specialist in physical medicine must be part of the local authority team designing those flats; similarly, if we are to modify houses to take in and care for this type of patient, there must be full consultation with the specialist department.
I know that there are conflicting views on the uses of or the need for physiotherapists in the home. But there are occasions and types of cases and certainly you should be asked to assess thesewhen physiotherapists are needed within the community. I wonder, for example, if all those ambulances are needed to call at all those houses and take all those patients to the department in the hospital. I can envisage saving considerable time and even money, and certainly giving greater patient-comfort and satisfaction, by a movement the other wayfrom hospital to home. More propaganda is needed; more advertising, more visits to group practice and health centres. Base yourselves on the hospitalas I agree you must -but be seen to accept the whole community as your responsibility, whether inside the hospital or outside it. Go further, if you will, and help us to keep patients out of the hospital and not to force them into it.
In the same way that we -the doctors, nurses, health visitors, midwives and others in our health centre team -welcome co-operation from psychiatrists who work with us, and medical officers of health; in the same way that in some health centres (particularly those physicially attached to hospitals) specialists are doing outpatient sessions in the centres; so we would like to have you with us, to teach us, as we need to be taught, how you can help us, to tell us what facilities you have to offer and how you can take such a useful and vital part in the total care of our patientsin their homes or in a communitybased environment outside the hospital.
We would like you to understand that the health centre is as much yours as ours. In fact, we should learn to expect your presence with us and I am sure we should be prepared to play our part in bringing about this very necessary collaboration.
I am, in fact, asking you to be seen to be members of the total-care team, not just in hospital but within the community. During my tours round the country I have seen the elderly and the chronic sick taking up precious beds in the new Hilton-type hospitals and in cottage hospitals. They do not want to be there and the hospital authorities are anxious to use the beds for patients in need of more active treatment. This is not a failure of the hospital service but of the community which is still not geared to accept these patients. Yet from the point of view of finance and of patient-satisfaction alone they should be either in their own homes or in a homelike environment. I submit that this is not possible without your active participationand I am asking you to give it. This symposium wisely recognizes that the care of the chronic sick poses different problems at different ages. The problems in the young are considerable, unique, and well worth separate and serious consideration. Recent changes in the pattern of childhood morbidity with a marked decline in acute illness have increased the number of young chronic sick both absolutely and relatively. In consequence, almost 50% of pediatric practice is now concerned with chronically disabled children, and this requires readjustments in our methods of practice. I propose to draw your attention to some of the major issues concerning the young chronic sick.
First, let us consider who constitute the young chronic sick of today. Most of them are the survivors of antenatal and natal insults, and congenital malformations, and all these children are affected from earliest infancy. Consequently, their early development is delayed and distorted, and unlike adults who acquire a chronic disability and require rehabilitation, these children have to be provided with all the opportunities for early development and the acquisition of skills, and they require habilitation in the widest sense. Some of them have early surgical treatment which adds to the developmental disturbances.
Many of today's handicapped children suffer from genetically determined conditions with a high risk that other children in the family will be affected. One of the major reasons for the earliest possible detection of these conditions is to enable really adequate genetic advice to be given to the parents. A smaller proportion of handicapped children suffer from degenerative and deteriorating conditions, but the distress of caring for these children can be imagined, and this work calls for the most sensitive skills of physicians, nurses and therapists.
Nowadays, an increasing proportion of the young chronic sick are survivors of road accidents. This is a consequence of our way of life. It is particularly depressing to see a youth of promise and vitality suddenly struck down and rendered helpless. Prevention, which is important for all chronic disabilities in childhood, is absolutely imperative with regard to accidents.
Secondly, it is important to realize that handicap in childhood is, in fact, a family problem. Adequate comprehensive care can be planned only if it is recognized that one is dealing with a family with a handicapped child. In many cases the parents have never known their children as normal and healthy. They are distraught from the beginning, often mourning for the child they wish they had. In consequence the child begins life in an emotionally unsettled environment. The parents' sense of guilt and failure leaves them feeling isolated. This is further intensified by the difficulty they experience in finding adequate help and guidance. This build-up of frustration, bitterness and aggression is reflected upon the handicapped child and the other siblings in the family. These other children often feel pushed aside or called upon to help excessive-ly. The children as yet unborn are also affected because there is evidence that once there is a seriously handicapped child in the family the number of subsequent pregnancies is reduced by about 25 %.
My third major point is that children are growing, and this influences the clinical picture and type of problem. The considerable growth and development of the brain in the early years influences the child's condition. On the one hand clinical signs may emerge gradually so that it is some time before the full picture is seen. For example, children with quite severe cerebral palsy may pass through an early stage in which they appear to be almost normal. It is very easy at this stage for the inexperienced to miss the diagnosis, or to explain to the parents that the condition is mild. Unfortunately, meagre clinical signs do not always equate with mild disorder. On the otlher hand some babies who appear to be profoundly affected in the early stages may make surprising improvements due to the recuperative powers of the growing brain. A gloomy prognosis in the beginning, therefore, may prove to be untrue and may have caused unnecessary distress. Considerable clinical skill and experience is needed to evaluate the clinical situation in these early stages.
Growth also accentuates deformity. The muscle imbalance in such conditions as spina bifida and cerebral palsy easily leads to deformity, and this tendency is aggravated by growth of the limbs. Consequently it is never possible to be complacent, and careful and regular surveillance throughout childhood is essential. Irregular checks may lead to despair when deformities develop unexpectedly during the rapid period of growth during puberty.
Fourthly, I wish to emphasize the importance of a developmental approach as the basis of satisfactory long-term planning for the young chronic sick. This may be illustrated by considering the effects ofphysical disability and immobility upon the development of a child. How does a child who cannot move about explore the world around him? How does he increase his vocabulary ? How does he learn about space and distance ? How does he compensate for the frustration of not being able to run to his mother or play hide and seek with his brothers? Thus physical disability may limit learning opportunities and the experiences of normal development.
A child's developmental requirements vary with age. Opportunities for exploration are important in the early years. Sufficient abilities to be able to participate with groups of friends are important later on, whilst during adolescence the child's own feelings about his problems become extremely important.
Treatment must be planned on developmental lines if it is to be as effective as possible. For 6 example, an infant with cerebral palsy requires to be in a sitting position in order to develop and practise manipulative skills, and this is just as important, if not more so, than any other treatment or exercises he may be receiving. Another example is a child deaf and blind as a result of maternal rubella early in pregnancy, who must be allowed opportunities to find out about his surroundings by touching, smelling and mouthing objects, and he should not be considered to be messy or dirty for doing so.
The fifth and final point I wish to emphasize is that children are not just miniature adults. This point cannot be repeated often enough because many people still work on this basis and try to scale everything down accordingly.
Dr E Woodford-WiIliams (Department ofMedicine and Geriatric Medicine, General Hospital, Sunderland)
The Problem in the Old Age brings change, change in structure and in function, affecting physical, mental and social performance.
Health in advancing years depends on the capacity of the individual to compensate for reduction in reserves. The powers to do this vary from one person to another. Failure to adapt to change, and this applies to one or any combination of the above functions, results in 'chronic disease', better described in my view as a 'decompensated state'. Looking at it in this way immediately suggests a more positive and rational iX approach to treatment, that is, stabilization of function at a level which enables the person to achieve his maximum degree of independence.
The degree of independence aimed at will vary according to the capacities of the different phases of life. Fig 1 illustrates graphically the 'seven ages of man', and the differing rehabilitation objectives in relation to the changes in structure and function which occur in four phases from birth to the final achievement of death. In each of these phases illness may be acute, prolonged or terminal, but illness in old age is a particular problem for the following reasons:
(1) Identification ofIllness Illness in the young is less likely to remain undetected because a mother quickly observes when her child ails and calls in the doctor. The preventive care service provided by the local health authority helps to safeguard the schoolchild. During working life early certification of illness by a doctor (a statutory obligation) reduces the incidence of unidentified illness. The additional facilities provided through the Department of Employment and sometimes the worker's own firm are available to ensure speedy recovery and return to work by those who are prepared to use these services. By contrast, people past retirement do not have to report illness and, because of personality changes which come with age, may not even be motivated to do so. Thus, by the time they seek advice, the disease is often too far advanced for effective treatment. The remedy is early recognition of ill health with preventive and corrective treatment at this stage if the problems which result from neglect to seek advice are to be reduced.
(2) Definition ofthe Objective in Treatment Today, the young have flexible reserves of function and, because of better nutrition and control of infections, the objective of maximum healthy growth of mind and body, fitting them to benefit from the education which will prepare them for adult life, is possible. In adult life the objective is different and becomes one of maintaining function to a sufficient degree to enable the man or woman to play a creative role in supporting his family, and in contributing to his own wealth and that of the community. Reserves of function are still relatively good and although flexibility to compensate is less than in youth, with proper utilization of the resources available these objectives can be achieved.
After retirement, although reserves of function are restricted, old people can nevertheless generally achieve the more limited objectives of maintaining independence. The level of independence aimed at should be compatible with reserves
